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stitches were removed on the sixth day. Primary union
resulted. The patient was discharged on August 3rd.
After leaving the hospital the patient was attended by her
private medical attendant (Mr. Cyril E. Hogan of Clapham)
and was not seen again till Oct. 12th, 1904. She then
reported that her general health had been very poor but she
had had no return of the rushing noise ; the pain was less
severe, occurring only in attacks which were lessening in
frequency and intensity. The sensation in the face had
slightly improved. The local condition of the eye remained
the same except that proptosis was not so marked. She
died at the end of May, 1905. The kidneys were the cause
of all her trouble latterly. The operation was an entire
success ; there was no further trouble so far as the aneurysm
was concerned.
BOLTON INFIRMARY.
THREE CASES OF PERFORATING GASTRIC ULCER.
(Under the care of Mr. R. D. MOTHERSOLE.)
CASE 1.-The patient, a female, aged 22 years, was
admitted to the Boltor. Infirmary on Nov. 10th, 1900, suffer-
ing from gastric ulcer. On Dec. 4th she was seized with a
sudden pain in the epigastrium ; she complained of great
tenderness on pressure over the stomach and there was much
rigidity of the abdominal muscles in that region. A dia-
gnosis of perforating gastric ulcer was made and the
abdomen was opened in the middle line above the umbilicus.
There was no free gas or fluid in the peritoneal cavity and no
perforation could be found on the anterior surface of the
stomach. It was considered that if a perforation had
occurred it was shut off by adhesions and the abdominal
incision was closed. The patient’s condition improved con-
siderably after the operation and she left the infirmary on
Feb. 4th, 1901. After this her stomach continued to trouble
her and in June, 1903, she again came to the out-patient
department. She was then very anasmio and complained of
frequent attacks of h&aelig;matemesis, with much pain in the
epigastrium, especially after food. She became an in-patient
on June 24th and was then extremely an&aelig;mic ; her pulse
was 130 and her respirations were 40 per minute. There
were evidence of cardiac dilatation, a bruit at the root of the
neck, oedema of the legs and feet, and enlargement of both the
liver and spleen. She complained of occipital and temporal
headache. The urine was alkaline, of specific gravity 1006,
and contained a trace of albumin. Her condition improved
slightly for a time but towards the end of July she had
several attacks of hmmatemesis ; a very severe one occurred
on July 24th, in which she was said to have lost about two
pints of blood. On August llth, therefore, it was decided to
operate.
At the operation the tissues were extremely an&aelig;mic, the
blood was very pale and thin, and considerable oozing took
place from the cut surfaces. The stomach was not dilated
and no ulcer could be felt on either anterior or posterior
surface but the cardiac end appeared to be fixed by
adhesions. A posterior gastro jejunOftomy was performed in
the hope that the ulcer would have a better chance to heal.
The patient rallied well after the operation and felt much
more comfortable for a few days, with no vomiting and no
abdominal pain. On August 15th she was allowed a small
amount of peptonised diluted milk and as this was well
tolerated she was given a little chicken-broth and malted
milk on the following day. But on the 17th she began to
vomit and continued to do so frequently until her death on
the 21st. The vomit contained a large amount of altered
blood. Shortlv before her death she complained of severe
pain in the epigastrium with much tenderness and marked
rigidity but she was then in too bad a condition for any
further operation.
Necropsy.-At the post-mortem examination the peritoneal
cavity contained a considerable quantity of yellow turbid
fluid. The cardiac end of the stomach was firmly adherent
to the spleen, which was about twice the normal ize. On
opening the stomach a rounded aperture was found at the
cardiac end of about the size of a five-shilling piece. The
edges of the opening were smooth and it led into a cavity in
the spleen which extended right through the substance of
that organ and on its outer side was only bounded by the
peritoneum. This was sloughing and had given way at one
point. Nothing could be found on the gastric mucous
membrane suggestive of any recent haemorrhage.
CASE 2.-The patient, a girl, aged 19 years, had for about
12 months suffered from symptoms of gastric ulcer. On
Jan. 15th, 1903, about 1 P.M., shortly after her dinner, she
was seized with an acute pain in the epigastrium. She went
to bed and slept but awoke at 4 P.M. with excruciating pain
over the stomach. When seen at 5 P.M. she was in great
distress and writhing with pain. There were much abdominal
tenderness and muscular rigidity extending downwards =
below the umbilicus. The diagnosis of gastric perforation
was clear and after a hypodermic injection to relieve her =
distress she was removed to the infirmary. On admission
she was obviously collapsed ; her pulse was 120, small, and
weak. She was operated on at 6 P.M.&mdash;i.e., five hours after ’
the onset of the attack but probably only two hours after the
first escape of gastric contents.
On opening the peritoneum some turbid fluid and a little -
gas escaped. The perforation was on the anterior surface
of the stomach a little to the left of the centre and
near the lesser curvature. The ulcer, or at any rate
the greater part of it, was rapidly excised with
scissors, one blade of which was passed into the stomach
through the perforation. The whole thickness of the
stomach wall was then sewn up with a continuous suture of
strong catgut, so that the line of suture was at right angles
to the long axis of the stomach. Outside this a continuous
Lembert suture of fine silk was inserted. The peritoneum
was then cleansed thoroughly by systematic swabbing, a
small incision being made below the umbilicus in order to 
.
reach the pelvis more easily. A Keith’s tube was left in the
lower opening but the upper one was entirely closed. The
patient’s progress was quite uneventful and at no time
after the operation did she look really ill. She left the
infirmary on Feb. 17th. She has since had some dyspeptic
trouble but is now quite well.
CASE 3.-The patient, a man, aged 28 years, was admitted
to the Bolton Infirmary on April llth, 1904, complaining of
abdominal pain, vomiting, flatulence, and loss of flesh,
His illness began about two years previously with occasional
attacks of abdominal pain and flatulence and in October,
1903, he began to vomit after food and to get thinner. The
vomit contained altered blood. On admission he appeared
to be much emaciated and complained of dull pain in the
epigastrium, usually coming on two hours after food and
relieved by vomiting about four hours after food. A tumour
could be felt in the situation of the pylorus. His weight on
admission was 114 pounds, ten days later it had risen to
1152 pounds, but in another eight days it had fallen to
1132 pounds. The case was considered to be one of gastric
ulcer with some pyloric obstruction, the stomach being
somewhat dilated. It was proposed to perform a gastro-
jejunostomy, but at the beginning of May his condition
improved, he felt much easier and increased in weight. On
May 9th, however, at 5 A.M. he was seized with violent pain
at the pit of the stomach. Owing to unavoidable circum-
stances the patient was not operated on until noon.
At the operation a perforation was found on the anterior
surface of the stomach of about the size of a threepenny-
piece, nearer the greater curvature than the lesser, and
about three-fourths of an inch from the pylorus. The
pyloric end of the stomach was much thickened and there
were some enlarged glands in the small omentum but the
swelling did not seem to be of a malignant nature. The
base of the ulcer was slit up with scissors through the
perforation in a direction parallel to the long axis of the
pyloric end of the stomach when it was found that the little
finger could be easily passed into the duodenum. The ulcer
was then partially excised. As its lower margin extended
beyond the greater curvature it was thought better not to
remove the whole of the thickened base of the ulcer in that
direction. The edges of the incision were then united by a
continuous catgut suture, passing through all the coats, :o
that the line of suture was at right angles to the pyloric
axis. Owing to the rigidity of the tissues a fair amount of
tension was needed to bring the edges together. A con-
tinuous silk Lembert suture was employed to cover in the
catgut suture. The peritoneum was then well sponged oat
through the one incision, after which the opening was
entirely closed. The patient’s condition towards the end
of the operation was too bad to allow a gastro-jejunostomy
to be performed and it was thought that if he survived it
could be done later if necessary.
For two days after the operation the pulse remained at
about 120 and the patient complained of very severe pain ic
the epigastrium, probably due to the tension on the sutures
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in the stomach. After this he steadily improved and soon
declared that his stomach felt much better than before the
operation. His temperature never rose above 99&deg; F. He
naturally lost weight for a time after the operation but as
soon as he was allowed food he was always hungry. By
June 13th his weight had risen to 122 pounds and when he
left the infirmary on June 17th he felt bt ttu than he had
done for years. Four months later he weighed 152 pounds,
and though he said that the scar in the abdominal wall felt
weak when he had to lift three-quarters of a hundredweight
he maintained that his stomach was " all right inside."
Remarks by Mr. MOTHERSOLE.-There can be little doubt
that in Case 1 there was a perforation of the stomach in
December, 1900. This was probably small and became
occluded with lymph which glued the stomach to the
anterior surface of the spleen. Ulceration went on and
eroded the spleen substance, and it appears certain that the
frequent and severe h&aelig;morrhages from which the patient
suffered came from the splenic vessels. It does not seem
that much could have been done for the patient by operation
in August, 1903. The only operation that could have
relieved her then would have been excision of the spleen
with closure of the gastric opening. And in her condition
at that time she could not have stood such a severe opera-
tion. In the light of after events it seems unfortunate that
a more vigorous search was not made for the perforation in
1900, even to the extent of breaking down the limiting
adhesions. This case shows the risks which adhesion of a
gastric ulcer to another organ involves. It would seem
advisable in most cases when a perforated gastric ulcer
appears to have been occluded without operation to search
for, and to excise, it in order to prevent subsequent trouble.
Adhesion to a solid organ is likely to hinder healing of the
ulcer by preventing contraction of the base.
In Case 3 we were fortunate in having the patient in
hospital at the time of perforation and though the operation
was not performed so soon as it should have been the patient
did not have to suffer the pains and other drawbacks of a
journey. The operation had the effect of a pyloroplasty and
seemed entirely to relieve the gastric retention from which
he suffered. It seems a matter for congratulation that a
gastro-jejunostomy was not done when first proposed. If
perforation had occurred shortly after the symptoms might
have been attributed to the operation.
Recoveries after operation for perforating gastric ulcer
have of late years been comparatively common and one
almost feels it necessary to apologise for publishing such
cases. Yet it is worth while to remember that ten years
ago such recovery was almost unknown. Mr. A.  W. Mayo
Robson’s first  successful operation for this condition was
in 1897. About 16 years ago two patients  suffering from
peritonitis were admitted to the wards of one of the largest
London hospitals. Each was operated on by a distinguished
surgeon but in neither case was the existence of a perfora-
tion of the stomach discovered until the post-morlem
examination. Since then abdominal surgery has made
immense progress. I must own to having had three un-
successful operations for perforating gastric ulcer before I
met with a success : one of these was very disappointing and
lived for nearly a fortnight after the operation, dying from
gastJic haemorrhage and hypophrenic abscess. It is satis-
factory to be able to say that the last three operations which
I have seen for this condition at the Bolton Infirmary ha e
all been successful. 1
I am glad to find that Robson and Moynihan in thf ir book
on "Diseases of the Stomach" speak -o decidedly on the
point of "absence of liver dulness " in perforating gastric
ulcer. " Its presence or absence is void of any significance,
and is unreliable as an aid to diagnosis." Persorally, I have
never attached any importance to the absEnce of this
sign and in at least six cases have not found sufficient
free gas in the peritoneum to give rise to it. It is con-
ceivable that absence of liver dulness may be due to any
one of three conditions : (1) distension of the intestines
with gas, causing them to overlap the liver : (2) the
presence of a certain amount of fluid in the petitoneum
allowing the bowel to float up over the liver ; and (3) free
gas in the peritoneum. In the first of Mr. H. S. Clogg’s
interesting series of perforated duodenal ulcers 2 he states
1 Since writing the above we have had two more successful operations
for perforating gastric ulcer at the Bolton Infimary, making five con-
secutive recoveries. One of these was in a patient on whom I had done
a gastro-jejunostomy two and a half years before.
2 Brit. Med. Jour., Jan. 21st, 1905.
that the clinical phenomena pointed to the presence of free
gas and fluid in the peritoneum, but on opening the abdomen
he only says that fluid escaped. If no free gas was found
at the operation the signs which were considered to indicate
its presence were probably due to the presence of fluid with
some distension of the bowels.
ROYAL BUCKINGHAMSHIRE HOSPITAL,
AYLESBURY.
A CASE OF SURGICAL EMPHYSEMA RESULTING FROM A FALL.
(Under the care of Mr. HORACE ROSE.)
For the notes of the case we are indebted to Mr. Russell E.
Palmer, house surgeon.
The patient, a boy, aged six years, was taken to the
hospital with a history of a sudden fall over a step ten or
15 micutes previously. On admission his neck was very much
swollen, the swelling extending up both sides of the face,
and involving the lower right eyelid which could scarcely
be opened. His respirations were 30, the pulse was 100,
and the colour was good (although he was said to have been
slightly "blue"). There was no wound involving the skin
anywhere, the nose was uninjured, and thtre was no air in
the pleural cavities. The swelling was soft, doughy, and
gave the characteristic crepitus of air in the subcutaneous
tissues. He complained at the time of the accident
of pain over the trachea but afterwards of nor in any
particular region although he was terder over all the
swelling. His voice was a little husky and he coughed
but little, bringing up neither mucus nor blood. The
emphysema extended rapidly and spread to the other
eyelids, the whole of the chest wall, and part of the abdo-
men. The child was kept in bed, no special treatment being
adopted. On the evening of the second day he developed a
temperature of 104&deg;F. tut by the followirg n.orning it was
normal again. The air was rapidly absorbed and the patient
left hospital quite well at the md of a week.
Remarks by Mr. PALMER.-The explanation of the emphy-
sema seems to be that in falling the head was thrown
suddenly and violently back, rupturiig part of one of the
intertracheal muscles with the underly ing mucous membrane,
thus allowing the escape of air from the trachea.
Medical Societies.
EDINBURGH OBSTETRICAL SOCIETY.-A meeting
of this society was held on July 12th, Professor A. R.
Simpron, Vice-Preident, being in the chair.-Dr. F. W. N.
Haultain read a paper on a series of cases of "Axial Rotation"
in its Relation to the Pelvic Generative Organs. lIe said
that the abdominal pelvic organs from their moveable
character were liable to rotation of their attachments.
Out of 16 cases met with in pelvic abdominal surgery
two were associated with uterine growths and in 14 the
ovary was implicated. The 16 casts were composed of 12
simple ovarian tumours, one ovarian cyst with pregnancy,
one normal ovary, one subserous pedunculated fibromyoma,
and one rotation of the entire uterus with interstitial
fibroid growth. Twists of the pedicle might for clinical
purposes be considered as acute permanent, acute temporary,
or chronic permanent. Rotation of the pedicle must
interfere with tt e normal circulation of the affected
organ, particularly obstructing the venous return, giving
rise to all the conditions associated with venous congestion.
In one case intense symptoms arose from a two-thirds axial
uterine rotation, yet no acute symptoms arme in another
(ase with a nariow pedicle twisted four times. The sym-
ptoms associated with twisting of the pedicle and acute
stragulation were intense pain in the abdomen, shock,
fever, and rapid pulse ; these were the same symptoms as
those of acute strangulation of tre gut without sterco-
raceous vomiting. Chronic or slow twists might hai none
of these symptoms and only became apparent duiirg the
progress of an operation. Pain, though frequently met with,
might be entirely abi-ent, even with strorg adhesion s to the
surrounding structures. Dr. Haultain gave details of a case
where acute symptoms with a temperature of 101’ 5&deg; F. were
produced by a congested hard fibromyomatous tumour
